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President M Lederman MB Meeting January 191968 Salivary Gland Tumours [Abridged] Professor A C Thackray (Bland-Sutton Institute ofPathology, Middlesex Hospital, London) Pathology The term salivary gland tumour covers a wide field both anatomically and pathologically, and it might be a useful preliminary to review briefly the tumour types involved and their behaviour. Anatomically there are the parotids, submandibular and sublingual glands, as well as the minor salivary glands of the mouth and pharynx, of which those in the palate are most liable to tumour formation. It is a convenient approximation that for every 100 parotid tumours there will be 10 of the submandibular, 10 of the minor salivary glands and one of the sublingual. Not only does the overall incidence of tumours differ strikingly, but the distribution of the histological types does also, the proportion of frankly malignant growths being lowest in the parotid (15%) and highest in the minor salivary glands (60 %.).
Confining the pathological account to the primary epithelial tumours of the most commonly affected gland, the parotid, the familiar mixed parotid tumoursat least 70 % of allmust come first. At one time the suggestion was made that these tumours were often multicentric, and that recurrence after local removal was due to the development of a fresh primary growth. Serial section studies showed, however, that they are solitary, though often markedly lobulated, and with other features which make recurrence after enucleation readily understandable (Patey & Thackray 1958) . Such recurrences are often made up of multiple foci of tumour and are correspondingly more difficult to deal with surgically. Some writers designate these tumours as 'pleomorphic adenomas', though others object strongly to their being given a benign connotation.
Certainly, although they may grow slowly and remain localized for many years they may, extremely rarely, metastasize, the distant secondaries being histologically indistinguishable from the primary mixed parotid tumour. A commoner complication, occurring in about 5 % of cases, is the development of frank and usually highly malignant carcinoma in the, often recurrent, mixed tumour, most often after it has been present for fifteen to twentyyears (Patey et al. 1965) . These growths, which may be spheroidal-, spindle-, squamous-celled or adenocarcinomas, all carry a poor prognosis.
Malignant tumours of the parotid account for about 15 % of all tumours of the gland. Of these, 60% are carcinomas of the various cell types mentioned above, about equal numbers arising in pre-existing mixed tumours and de novo. Three special types make up the remaining 40% of malignant tumours. The cylindromatous carcinoma or adenoid cystic carcinoma is infiltrative in its growth and slowly but inexorably progressive; it is very difficult to eradicate surgically, recurring and often metastasizing after about ten years (Blanck et al. 1967 ). Both the mucoepidermoid and acinic cell tumours are of varied malignancy with, on the whole, a much better outlook than the foregoing, and with some examples formerly regarded as benign but now recognized as liable to eventual metastasis despite their innocent look (Gray et al. 1963 , Eneroth et al. 1966 ). The only remaining group of tumours to mention, some 15% of the total, are benign adenomas of unmixed histological make-up, and the adenolymphomas, also quite benign, usually seen in men about the age of 60 and not infrequently truly multicentric and bilateral. It is now generally recognized that removal with as wide a margin as possible is the treatment of choice for pleomorphic adenomas. The modern approach of parotidectomy with nerve identification and preservation has evolved over the last thirty years as a result of the efforts of many people, but notably Redon (1935) and Hamilton Bailey (1941) . The operation, which is often referred to as a conservative parotidectomy, entails either the removal of the superfacial part of the gland, or total removal of the gland, the nerve being preserved in each case.
Total conservative parotidectomy for tumours in the superfacial compartment has been justified on the basis of the alleged multifocal origin of mixed tumours. However, if these neoplasms are examined by serial sectioning, consecutive sections will show that nodules lying on the periphery of the main tumour but seemingly separate from it are in fact merely extensions of the tumour. True multiple nodularity can occur, but nearly always as a result of seeding from biopsies, or the incomplete removal of primary tumours (Foote & Frazell 1954 , Patey & Thackray 1958 , Eneroth 1964 . More recently the operation of total conservative parotidectomy has been used only for those tumours arising in the subfacial lobe of the parotid and for recurrent mixed tumours.
It is only recently that clinicians have become aware of the behavioural characteristics of malignant salivary gland tumours. The relatively slow growth of the mucoepidermoid, adenocystic, and acinic cell carcinomas and the late appearance of metastases in these cases put them in a special category, whereas squamous carcinoma and a variety of undifferentiated tumours exhibiting a more aggressive behaviour must be regarded in an altogether different light. Apart from considerations of size, precise location, and facial nerve involvement, the treatment plan for any given tumour should be guided by its histology.
Conley (1957) favours the removal of low grade carcinomas by total conservative parotidectomy.
A similar approach is advocated for some of the smaller high-grade tumours which have not obviously invaded the facial nerve, but with the addition of a block dissection. Tumours occupying a large pert of the superfacial parotid or arising in the 'deep parotid are treated by radical parotidectomy. The same applies when the facial nerve is involved by growth, although it may be possible on occasions to salvage part of the nerve, particularly if the neoplasm is of the low grade type.
The patient who loses one branch of the facial nerve may exhibit little or no permanent weakness, since distal re-innervation of the paralysed segment may take place through connexions from adjacent intact branches. The one exception to this is the mandibular branch, which receives peripheral connexions from the cervical branch only. Even sacrifice of one main division may be compatible with a reasonable degree of facial symmetry and the eventual return of some muscle power. Total loss of the facial nerve results in considerable deformity and psychological handicap. Where radical parotidectomy is performed, it would seem reasonable to repair the deficit with a three, four, or five pronged nerve graft taken from the cervical plexus, preferably from the opposite side of the neck. In successful cases, function returns to the face at the end of six or seven months, first as facial symmetry at rest, and later as active voluntary contractions.
With regard to block dissection, there is no unanimity of opinion as to the proper indications for this procedure or its value to the patient. There are some like Conley (1957) who resort to it in the absence of palpable nodes, especially when dealing with the more aggressive type of tumour. Others advocate waiting until the nodes become obviously palpable; but, as McCabe & Boles (1962) have pointed out, survival rates are in no way increased by performing block dissections on patients with obvious lymph node involvement. In view of the uncertainty about this procedure, it would seem reasonable to await developments in cases of low-grade tumours because of the relative infrequency of metastasis; whereas neck dissection could be reserved for those neoplasms which carry an obviously poorer prognosis and those with established node involvement.
It seems remarkable that, in view of the poor results of treatment for carcinoma of the parotid, the principle of treating with radiotherapy first, followed by surgery afterwards, has not been given a fair trial. This is a theme which is familiar to the otolaryngologist in cases of carcinoma of the antrum and larynx, with rather more encouraging results than those obtained by treating with one modality alone. If such a plan were adopted, the radiotherapist would gain by treating the tumour under optimal conditions. The surgeon,
